FAD P.007/008

PRINTED: 08/18/2016

05/01/2016 1049

. . - FORM APPROVED
Division of Health Care Facilities :
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICLIA {X2) MULTIFPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILOING: 01 - MAIN BUIDING COMFLETED
TN7106 B. WING 0Bl15/2016
MAKE OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2P CODE
100 SAMARITAN WAY
GOOD SAMARITAN SQCIETY - FAIRFIELD GLA CROSSVILLE, TN 38558
x4 b SUMNARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
BREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THEAFFROPRIATE DATE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG
DEFICIENTY)

N 002 1200-8-68 No Deficiancies ' N 002

ouf routing fire alarm test,

During the Fire Safely portfon of the annual
Licensure survey conducted on 08/15/2016, no
deficiencies were cited under 1200-08-8,
Standards of Nursing Homes.
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